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PRENATAL DIAGNOSIS OF AN ADRENAL CYST:
A CASE REPORT
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We report a rare case of fetal adrenal cyst, diagnosed prenatally during routine ultrasound
screening at 36 weeks’ gestation. Serial ultrasonographic evaluations demonstrated a slight
increase in the size of the cyst during pregnancy. A healthy female baby, weighing
2,810 g with Apgar scores of 8 and 9 at 1 and 5 minutes, respectively, was delivered vaginally
at term. She underwent successful surgery at the age of 10 days. The postoperative course
was smooth and the baby is currently doing well. Histology revealed an adrenal cyst.
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Adrenal cysts are rare tumefactive lesions that can
occur at any age, but are more commonly seen in the
fifth and sixth decades of life [1,2]. Less than 5% of
adrenal cysts occur in children, and these lesions are
rare in the neonatal period [3,4]. The sonographic
finding of an intra-abdominal cystic lesion requires
differential diagnosis with regard to both the nature
of the cyst and the organ of origin. Abdominal cystic
malformations of mesenteric, omental, pancreatic,
choledochal, hepatic, ovarian, and adrenal origin, and
secondary to intestinal pathology, have been reported
[1]. We report the first case of a prenatal adrenal cyst
diagnosed by ultrasound in Taiwan.
CASE PRESENTATION
A 27-year-old woman, gravida 3, para 2, had an
uneventful pregnancy. She was given vitamins and
iron therapy. An ultrasound scan carried out at 36
weeks demonstrated the presence of a female fetus,
with growth parameters within the normal range for
gestational age; an intra-abdominal anechoic cyst
measuring approximately 36 mm in diameter was
revealed (Figure 1).
The baby was delivered vaginally at term and
weighed 2,810 g, with Apgar scores of 8 and 9 at 1 and
5 minutes, respectively. Her clinical condition at birth
was good and there were no signs of respiratory
distress. Laboratory investigations, including blood
electrolytes ,  enzymes,  and chemistry ,  were
unremarkable. Three days postnatally, a computerized
tomography (CT) scan of the abdomen showed a cystic
mass in the left upper intra-abdominal region with
dimensions of 30 x 40 x 40 mm (Figure 2). Ten days
postnatally, surgical exploration was undertaken via a
left flank incision and the cystic mass was removed.
The cyst had a smooth wall and its fluid content was
clear and yellowish-brown. Its pathologic features
were consistent with benign adrenal pseudocyst
(Figure 3).
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DISCUSSION
Adrenal cysts are rare: they are only found in 1 in 1,400
autopsies [5]. The true incidence of adrenal cysts is not
known but is probably higher than the 0.064–0.18%
reported in the literature [5,6]. Adrenal cysts are usually
unilateral and there is an equal chance of it occurring
on the right or left side [7]. They occur at any age, from
birth to 80 years, with a peak in the fifth and sixth
decades of life [1,2]. Less than 5% of adrenal cysts
occur in children, and these lesions are rare in the
neonatal period [3,4]. The female to male ratio varies
from 2:1 to 3:1 [7,8].
Adrenal cysts are usually asymptomatic; symptoms
of dull flank pain, various gastrointestinal complaints
such as epigastric distress or indigestion, and a palpable
abdominal mass [2,6,8] may develop as the cyst
enlarges. Infection, intracystic hemorrhage, and acute
abdomen due to cyst rupture may occur [6–9]. Although
most adrenal cysts are nonfunctioning, some authors
have reported cases of cystic pheochromocytomas,
functioning cystic cortical adenomas, and cysts
associated with hypertension [6,10–12].
Abeshouse and associates and Foster and Calif
have classified adrenal cysts into four major types:
endothelial, parasitic, epithelial, and pseudocysts [1,
7]. Endothelial cysts are the most common type of
adrenal cysts (45%). They may be lymphangiomatous
or angiomatous and are identified by the presence of
a cyst wall endothelial lining. Parasitic cysts are rare
(7%). They are identified by the presence of the parasite
or its constituents within the cyst. Most of these cysts
are usually echinococcal in origin. Epithelial cysts are
characterized by an epithelial lining. They are also
uncommon, accounting for about 9% of the total, and
are divided into true glandular or retention cysts,
Figure 1. Ultrasound scan at 36 weeks’ gestation reveals an
anechoic cyst of about 36 mm in diameter (arrowhead) in the left
upper intra-abdominal region below the fetal right kidney (arrows).
Figure 2. Computerized tomography scan of the abdomen 3 days
postnatally reveals a large cystic mass with dimensions of 30 x 40
x 40 mm (arrowhead) in the left upper intra-abdominal region
above the neonatal left kidney (arrows).
Figure 3. Photomicrography demonstrates remnants of adrenal
tissue (arrowhead) and fibrous wall with no epithelial or endothelial
lining (arrows). (Hematoxylin and eosin, x 200.)
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embryonal cysts, and cystic adrenal tumors such as
cystic pheochromocytoma [8]. Pseudocysts are the
second most common variety and account for about
39% of the total. They are characterized by a fibrous
wall without an epithelial or endothelial lining. They
may develop as a result of infarction or hemorrhage in
the adrenal gland or cystic degeneration in benign or
malignant adrenal neoplasms [13].
Adrenal pseudocysts are being discovered with
increasing frequency due to improved imaging
procedures. On CT scan, adrenal cysts are large masses
(5–20 cm) that are well circumscribed and round. They
are suprarenal in location, but it may be difficult on CT
scan to recognize whether they arise from the adrenal
gland or the kidney or liver. Sonography or magnetic
resonance imaging may better show their true origin.
The wall may be thick and can show contrast
enhancement. Calcification is common (75%) [14], and
is usually curvilinear in shape and often limited to the
inferior aspect of the wall [14,15]. Adrenal cysts usually
have a low signal intensity on T1-weighted images
and high signal intensity on T2-weighted images, with
enhancement characteristics similar to those on CT
scan. The median cyst size in a recent study was 6 cm
(range, 1.8–10 cm) [13], but there are reports in which
the cyst filled most of the abdomen, reaching a size of
33 cm, weighing 20.5 kg, and containing about 12 L of
mahogany brown fluid [7]. Grossly, the adrenal
pseudocyst is unilocular, has a wall usually 1–5 mm
thick, and is filled with yellow-brown or bloody
amorphous material. Microscopically, the wall is
composed of partially calcified fibrous tissue without
an epithelial lining [13]. In some instances, intracystic
mature adipose tissue or myelolipomatous metaplasia
is encountered [16,17]. A rare example of mammary
carcinoma manifesting as an intracystic metastasis
has been reported [16,17]. Hemorrhagic cysts can occur
as a component of the Beckwith-Wiedemann syndrome
[18,19]. Katz et al reported that fine-needle aspiration
cytology is a safe and simple diagnostic procedure
with a high degree of accuracy (90% sensitivity, 100%
specificity) [20].
There remains controversy in the management of
adrenal cysts. Some authors propose surgical excision
for all adrenal tumors, including adrenal cysts [21],
but others adopt a less aggressive and more
conservative approach [9,15,22]. In our case, we
performed surgical cystectomy as the cyst was large
(4 cm) in this female newborn.
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